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N 000, Initial Comments N 000 .
I “Preparation and/or execution of this plan of;

correction does not constitute admission or
agreement by the provider of the ruth of the!
facts alleged or conclusions set forth in the!
statement  of deficiencies.  The plun of)
eorrection iy prepared andfor executed solely!
because it is required by the provisions ofi
Sederal and state law. " i

i An annual Licensure survey and complaint

i investigation #'s 26159, 26365, 26638, 27504,

; and 27508 wera completed on February 22 - 24,

i 2011, at Jefferson City Health and Rehab Center.
' No deficiencies were cited under Chapter

, 1200-8-6, Standards for Nursing Homes.
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